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DEPARTMENT OF HEALTH ANDHUMAN SERVICES FORM APPROVED 
HEALTH CARE financing administration OMB NO.0938-0193 

I 1. t r a n s m i t t a l  NUMBER I2. STATE: 

59 

TRANSMITTAL AND NOTICE OF APPROVAL 

OF STATE PLAN MATERIAL 


FOR: HEALTH CARE FINANCINGADMINISTRATION 


TO. REGIONAL ADMINISTRATOR 
HEALTH CARE FINANCINGADMINISTRATION 
DEPARTMENTOF HEALTH AND HUMAN SERVICES 

5 TYPE OF PLAN MATERIAL (Check one) 

illinois 
01-28 

3 	 PROGRAM IDENTIFICATION;TITLE XIX OF THE SOClAL 
s e c u r i t y  act (MEDICAID 

4. PROPOSED EFFECTIVE DATE: 
October 1,2001 

1 

0 NEW 	 PLAN x 0  AMENDMENT TO BE consideredAS NEW PLAN 0 AMENDMENT 

COMPLETE BLOCKS 6thru 10 IF THIS Is AN AMENDMENT (Separate transmittal for each amendment) 

6.  FEDERAL s t a t e / r e g u l a t i o n  CITATION: 

8 PAGE NUMBER OF THE PLAN SECTION OR a t tachment  

Attachment 4.19BSupplement 1, page2 

10. SUBJECT OF AMENDMENT 

medicare/medicaid payments 

11 GOVERNOR’S REVIEW (Check One) 

7 FEDERAL BUDGET IMPACT 
e. ffy02 S ($79,100)
b. ffy01 S ($79,100) 

9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION 
OR ATTACHMENT (Ifapplicble) 
Attachment 4.19BSupplement 1, page 2 
Attachment 4.19BPage 50 

1 

0 GOVERNOR’SOFFICE REPORTED NO COMMENT 

0 COMMENTS OF GOVERNORSOFFICE ENCLOSED 

NO REPLY RECEIVED WITHIN 45 days OF SUBMITTAL 

13. NAME. JackieGarner 

14. TITLE: DIRECTOR 

OTHER, AS SPECIFIED: 
Not submitled for review by prior 

approval 

16.RETURN TO. 

ILLINOIS DEPARTMENTOF PUBLIC AID 
201 SOUTH GRAND avenue EAST 
SPRINGFIELD, il.62763-0001 
ATTENTION: John Rupcich 
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QMB No.:0938 

STATE plan UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
STATE/TERRITORY: Illinois 

METHODS AND standards FOR ESTABLISHINGPAYMENT RATES - OTHER TYPES 
OF CARE 

Payment of Medicare Part A and Part B Deductible/Coinsurance 

QMBs: 	 part A sp*Deductibles SP* Coinsurance 
Part A Full**Coinsurance 
part B Sp Deductibles Coinsurance 

Other Part A sp*_Deductibles SP* .Coinsurance 
Medicaid Part A full**Coinsurance 
Recipients Part B S p  Deductibles Coinsurance 

Dual Part A sp*Deductibles SP* Coinsurance 
Eligible Part A -FuIl**Coinsurance 
(QMB plus) Part B Sp deductibles sP_ Coinsurance 

*Forthose title XVlI services not otherwise covered by &e Title XIX State Plan, the Medicaid 
agency w i l l  establish rates for those services at 80% of the full Medicare allowable charge for use 
in determining the amount of coinsurance and deductible due the provider. 

**Applies to skilled nursing services only. 


